Purpose -Although the way in which, for example, substance use problems are conceived and reacted to (by experts and treatment professionals but also by the environment), can have vast consequences for those directly or indirectly concerned, there is little systematic knowledge about how various preferred approaches differ between types of problems and sociocultural settings. In an ambition to at least partly mend this gap, this paper aims to compare how the general public in Sweden, Finland, and Canada appraise four generically different approaches to dealing with substance use problems, as these are applied to problem use of alcohol, cannabis, heroin, and cigarettes. Design/methodology/approach -The paper uses data from three national surveys, aimed at uncovering how representative population samples from Sweden, Finland, and Canada perceive and understand the character of, and the proper way of handling, various addictive problems. Data from these surveys have been used to discern and operationalize four basic "models of helping and coping" as these have been outlined by Brickman et al. (1982) . The analysis has aimed at investigating how the popular preferences for either of these models vary with type of addiction (to cigarettes, alcohol, cannabis, and other ("hard") drugs, national setting, and potentially important respondent characteristics. Findings -The results point to large differences between the ways in which the general public understands the proper way of handling the four types of addiction, and shows, for example, that addiction to "hard" drugs is predominantly perceived as a matter for expert treatment, whereas smoking, or addiction to cigarettes, is more often perceived as a bad habit which the user is able to break on her/his own. In addition, the popularity of different handling models is found to vary between countries, and with personal characteristics such as gender, age, and substance use experiences. Originality/value -The study is one of few that have systematically tried to find out how various forms of substance use problems, or addiction, are conceived and reacted to in various national and social settings.
Background

Introduction
The ways, in which the use of various mind altering substances have been judged and reacted to, has varied with cultures and historical times. According to many, the extent to which someone's substance use is likely to get them into inconveniences, and evolve into what is regarded as an "abuse" or an "addiction", may not only depend on the pharmacological properties of the drug in question, or the neuropsychological characteristics of the user, but also to a large extent on the reactions with which the user is met, by the environment and by society at large. By applying Hacking's (1999) ideas about social construction, addiction could be seen as an "interactive kind", i.e. a phenomenon, the official and predominant definition of which influences the self-definitions and behaviours of those defined, thereby serving, to an extent, as a self-fulfilling prophecy. In spite of the potentially vast consequences of such culturally dominant "governing images" (Room, 1978) or "social representations" (Moscovici, 1981 (Moscovici, , 1988 of various forms of substance use problems, our knowledge of how these vary between various forms of substance use, various population groups, and various cultural contexts is far from comprehensive. Trying to fill this knowledge gap can be considered an important task, not least at a time when addiction is increasingly seen as a global phenomenon (Alexander, 2008) . This paper is one in a series of attempts to accomplish this task that have been carried through during the past decade, and compares how lay people in Finland, Sweden, and Canada perceive that individual addiction problems should be understood and handled. In Sweden, data for the analyses have been collected within the research project "The social context of recovery" based at SoRAD, and similar data for Finland and Canada have been collected as part of the work of the international "Theories and Images of Addiction (IMAGES) Consortium", based at the University of Helsinki. More precisely, the paper analyses how respondents in the three countries appraise four different models of handling human and social problems, which are based on attributions of responsibility for, and capacity to solve, these problems. The specific problems focused in the paper are addictions to alcohol, cannabis, "hard" drugs [1] , and cigarettes.
Conceptions of addiction and recovery
Four models of helping and coping. Historically, the debate over how excessive substance use or other deviant behaviours should be understood and handled, has often oscillated between the idea that deviants could and should be seen as "crooks", who should be blamed or punished for their undesired behaviours, or as "victims", whose deviances are outside their personal control, and who are therefore entitled to the environment's commiseration, and to the caring or curing measures that may be available (cf. Sahlin, 1994) . However this "badness -illness" dichotomy has repeatedly been demonstrated to be too simplistic when it comes to exploring dominant perceptions or social representations of, for example, substance use problems, which are not only about moral judgements, but also about how problems are explained, and about whether effective remedies are assumed to be available or not, and which are further linked to basic, historical, and structural conditions (e.g. Mä kelä , 1980; Gusfield, 1981; Beckman, 1980) . One way of solving this dilemma is to recognize that the answer to the question of how social problems could and should be handled relies on attributions of responsibility in two different respects. By separating attributions about the causation of problems from assumptions about the solution of problems, Brickman et al. (1982) arrive at a model with four basically different orientations to "helping and coping", an obvious advantage of which is that it offers a bridge between a sociocultural and a more clinical perspective on this matter (Blomqvist, 1998 ). The models have proved to be useful in analysing historical changes in Sweden's way of handling alcohol problems, from the late nineteenth to the late twentieth century (Blomqvist, 1998) , and as a theoretical framework in analysing the political chase for a legitimate knowledge base for handling narcotics drugs during the twentieth century in Sweden (Edman and Blomqvist, 2011) . They have also been used as a tool for improving "matching" of clients to treatments (Marlatt, 1988) .
Previous research. Previous analyses of the national surveys, used for this paper, have shown large differences between the ways in which various addictions are perceived in a certain country, as well as between the ways in which various national populations perceive the same addiction (e.g. Blomqvist, 2009; Holma et al., 2009; Hirschovits-Gerz et al., 2011; Cunningham et al., 2012) . Comparisons of lay peoples' and professionals' perceptions have shown relatively few differences (Koski-Jä nnes et al., 2012a, b; Samuelsson et al., 2013) , whereas clients' views have been found to depart more from those of lay people and professionals The comparisons made in previous studies have typically focused the perceived addictiveness of various substances, as well as the rated social severity of, and assumed options to recover from -with or without treatment -various addictions. One study (Koski-Jä nnes et al., 2012a) compared population, professional, and client support for different ways of managing addictive behaviours in Finland, but no study has this far explored the preferences for different handling models in various countries.
Operationalizing the "Brickman models". Although the "Brickman models" have been found to be useful in exploring how addictions are conceptualized in various contexts (e.g. Blomqvist, 1998 Blomqvist, , 2009 Edman and Blomqvist, 2011; Koski-Jä nnes et al., 2012a) , previous studies have also pointed to certain ambiguities. Thus, it is evident that various ways of operationalizing the models will give differing results as concerns the overall support for a certain model, which means that the models are perhaps most useful in comparative studies. Further, the names that Brickman et al. (1982) originally used to characterize their four models may give rise to some misunderstandings. Thus, what these authors name the "moral" model -attributing the cause of as well as the responsibility for and capacity of solving a problem to the individual -has sometimes been interpreted as indicating a moralizing attitude towards the individual. However, since this model actually perceives the individual as strong and resourceful, it might be more illuminating to name it, as we have chosen to do here, the individual model. The model that might rather be associated with moralistic or discriminating attitudes is what Brickman et al. (1982) describe as the "enlightenment model" -that is the idea that the individual could and should be blamed for causing the problem, but that s/he is incapable of solving it without the help of a higher moral authority, which can point them to the true character of their problem, and to the solution that lies in submitting to a higher power. However, since the authority, to which the individual is supposed to submit, may be of both a spiritual and a physical character (as in coercive care for substance abusers), we have chosen in this paper to name this model the disciplinary model (see also Blomqvist, 2004; Edman and Blomqvist, 2011) . As concerns what Brickman et al. (1982) refer to as the "medical model" -the idea that the individual could be held responsible neither for the creation nor for the solution of the problem, they underline that this applies not only to medicine proper, but to all interventions -including most kinds of psychotherapy or psychosocial treatment -where the main responsibility of the individual is perceived to be to follow the expert advice that s/he might get from her/his professional helpers. For this reason this model may rather be best described as an expert model (cf. Edman and Blomqvist, 2011) . Finally, seeing the individual as a victim of various handicaps or obstacles that have been imposed on them by nature or by society, but still regarding them as capable of solving their problems, given that the environment gives them the necessary support, is in the terms of Brickman et al. (1982) an expression of the "compensatory" model. However, naming it the empowerment model may be a better way to underline the basic idea that the individual is regarded to be entitled to certain help, but that this help is aimed at strengthening her/his own capacity to care for her/himself and her/his fellow citizens. Figure 1 summarizes the four models as they will be used in the present paper (original model names within parentheses).
Aims and research questions
The aim of the analyses presented in this paper have been to uncover what representative population samples from Sweden, Finland, and Canada perceive to be the proper way of handling, addictions to alcohol, cannabis, "hard" drugs, and cigarettes. The four substances or Source: After Brickman et al. (1982) types of addiction have been chosen since they are common and much discussed, have been subject to rather different public policies, and can be assumed to have rather differing social and cultural "positions" in each of the three countries under study. Comparisons are made of the degree to which respondents from the three countries endorse each of four models of helping and coping, which are illustrated in Figure 1 .
Method
The surveys
Data for the analyses were gathered in Sweden and Finland, in 2005 and , respectively, by postal surveys to random samples of 2,000 people, drawn from the national census databases. In Canada telephone interviews were conducted, using a random digit dialling approach, by help of a private data collection firm in 2008. The response rates in the three samples were 51 per cent in Sweden, 37 per cent in Finland, and 41 per cent in Canada. All surveys focused nine to 11 potentially addictive substances or behaviours, but as mentioned, the analyses in the present paper are limited to alcohol, cannabis, "hard" drugs, and cigarettes. The key dependent variables used in this paper measured to which extent the respondents attributed the responsibility for acquiring an addiction to these substances/behaviours to the individual and the extent to which the responsibility was attributed to circumstances beyond her/his control, as well as the degree to which respondents saw recovery without treatment (self-change) from an addiction to these substances/behaviours as probable. Based on these questions, preferences for the four handling models, shown in Figure 1 , were calculated. In addition, the analyses used data on respondents' personal circumstances, in terms of socio-demographic characteristics, and personal substance use experiences.
Analyses
The national data sets were first combined and "don't know" responses were recoded as missing data. Differences between countries in relevant aspects were calculated, using bivariate statistics. For categorical variables w 2 -tests were used, and for continuous variables groups were compared by ANOVAs with Welch robust tests, and using Tamhane tests for post hoc comparisons. In addition, since the national samples differed somewhat with regard to respondent characteristics, logistic regression analyses were performed, to control to what extent such characteristics contributed in explaining cross-country differences with regard to the preference for different models. The software program used was SPSS 19.0. To control for sampling and attrition bias, Swedish data were corrected for sex, age, income, marital status, and country of origin, whereas the calibration variables in Finland were sex and age, and the calibration variables in Canada, where a different sampling procedure was used, were household size and province size. A combined weight variable has been used in all analyses except for calculating sample sizes. Nonetheless, since this weighting procedure does not account for all potential attrition problems, caution is still warranted in generalizing results to the respective populations.
As mentioned, the construction of preferred handling models for the four addictions has built on cross-tabulating respondents' answers to the questions about the reasons of, or perceived responsibility for acquiring, each addiction, and the rated probability of recovery from each addiction without professional treatment (self-change) [2] .
As concerns respondents' answers to the first of these questions, the perceived reasons for acquiring each of the four addictions, it needs to be noted that the Swedish and Finnish surveys used four response alternatives [3] , whereas the Canadian telephone interview used three [4] . Thus, to enable comparison, Finnish and Swedish answers also had to be recoded into three categories. Further, and since very few put the blame for getting addicted entirely to circumstances outside the individual's control, this variable has, for the construction of the handling models, been dichotomized between attributing the responsibility to the individual vs seeing it as shared or attributing to other circumstances. Using this dichotomization, the analysis shows that the majority in all national samples perceive this responsibility as shared between the individual and the circumstances for all addictions. The only exception from this rule is Canada, where the most common answer is that the responsibility for acquiring an addiction to cigarettes should be attributed largely to the individual. Further, it becomes obvious that addiction to cigarettes is much more often blamed on the smoker her/himself than other addictions are, and that Swedes generally are a bit less inclined to blame the individual for her/his addiction than Finns and Canadians.
The second variable used in constructing the four handling models has been the perceived chances of self-change from the four addictions. Here, the analyses show that only a minority of all respondents rate the probability for self-change as rather or very large, with smoking cessation, particularly in Sweden and Finland, as a clear exception. As for differences between addictions, chances for self-change are also rated much lower in addiction to "hard" drugs than in alcohol and cannabis addiction. On the country level, Canadians are more pessimistic than Finns and Swedes, except as concerns cannabis addiction. Interestingly, Canadians rate the chances for quitting on one's own to be about the same for addictions to cannabis use and cigarettes, whereas Finns and Swedes rate the chances for unaided smoking cessation to be almost twice as large as the chances for self-change from cannabis addiction. As concerns the construction of the handling models, this variable has been dichotomized between "very small" and "rather small" on the one hand, and "neither small or large", "rather large", and "very large" on the other hand [5] .
Results
Respondents
Table I displays background data on the survey respondents by country. The Canadian sample has more females than males since the data could not be weighted by sex without losing accuracy in the results. Besides this, the national samples are rather similar with regard to age and education, although differences are clearly significant due to the large sample sizes. As concerns personal substance use experiences, the differences between the three national samples seem largely to mirror differences at the population level, for example in the sense that there are more current risk drinkers in the Finnish sample, and many more current or former cannabis users in the Canadian sample. However, the proportion of current smokers in all samples is considerably higher than what might be expected from topical national statistics on smoking prevalence. This may partly be due to the fact that the prevalence has kept on going down since the surveys were conducted, partly to the fact that the questions did not distinguish between "daily" and "occasional" smokers.
Preferred models of helping and coping
Preferences for various handling models by addiction. The results of the above-described operationalization of the handling models, when applied to the four types of addictions, and in the three countries, are shown in Figure 2 .
As can be seen, the expert model comes out as the dominant one for all addictions except cigarette addictions. Since the main official strategy of handling individual alcohol and drug use problems, in all three countries, clearly is offering psycho-social, psychological and/or pharmacological treatment, and since most kinds of prevailing treatments can be subsumed under the expert model, this can be claimed to make sense. Seeing the expert model as default also means focusing the main attention in the analysis to the exceptions from this standard. The empowerment model is overall strongest endorsed for addictions to cigarettes, followed by addictions to alcohol and cannabis. The disciplinary model is stronger preferred as a handling model for addiction to "hard" drugs than for other problems, and the individual model has its greatest popularity as concerns handling cigarettes addiction, where it has almost as strong a support as the empowerment model. In addition, the figure shows that there are significant differences between the three countries when it comes to which models are strongest preferred. For example, Finns seem more inclined than other respondents to apply the disciplinary model to addictions to cannabis, whereas Swedes are more inclined than others to endorse the individual and empowerment models in handling addiction to cigarettes. In addition, the expert model for handling alcohol addiction is much less popular in Finland than in the other two countries. As a matter of fact, a series of w 2 analyses shows that all the country differences illustrated in Figure 2 are significant on the 1 per cent level. Who perceives which model as adequate for which problem -and where. As briefly discussed above, previous studies have indicated that respondents' perceptions of various addictions can vary not only between substances and countries, but also with respondent characteristics, such as age, sex, and personal substance use experiences (e.g. Blomqvist, 2012; Koski-Jä nnes et al., 2012b) . To get a valid picture of such influences, a number of logistic regressions, with these factors as independent variables, and each of the models as a dependent variable, were conducted for each of the addictions. The results of these analyses are depicted in Table II .
As concerns perceptions of alcohol addiction, the regressions show that the country differences prevail even when controlling for respondent characteristics. Thus, Finns, although they have been shown to rate this problem as more severe than other nationals do (Hirschovits-Gerz et al., 2011), stand out as less supportive than others of the expert model, and as more supportive of the individual and empowerment models, whereas Swedes are less inclined than others to endorse the latter model. In addition, women are -largely due to their lower confidence in self-change -less prone to prefer the individual and empowerment models than men, but more inclined to prefer the expert model. Also age seems to play an independent role in the choice of model, insofar as younger respondents are less inclined than their elders to prefer the individual and disciplinary models, and somewhat more inclined to prefer the empowerment model. Finally, current risk drinkers are less prone to endorse the disciplinary model and more inclined to prefer the empowerment model, than non-drinkers and moderate drinkers.
As for cannabis addiction Finns come out as more inclined than others to prefer the disciplinary model, and as more inclined than Swedes, but less inclined than Canadians to endorse the individual model, even when taking the influence of respondent characteristics into account. Moreover, Swedes' stronger preference for the expert model prevails also in the multivariate context. As for the influence of respondent factors, women believe clearly more than men in the expert model, and less in the individual and empowerment models, whereas younger respondents are more inclined that their elders to support the empowerment model. Further, persons who never used cannabis are more prone than both former and current users to endorse the disciplinary and expert models, and much less supportive of the empowerment model. In addition, ex-users believe more than both non-users and current users in the individual model.
Proceeding to addiction to "hard" drugs, we can also see that the country differences largely prevail in the multivariate context, Canadians being less inclined than others to prefer the individual model, and Swedes being less inclined than others to choose the disciplinary model, and more inclined to endorse the expert model. As regards the influence of respondent characteristics, the expert model is more popular among women than among men, whereas the opposite is true for all the other models. In addition, older respondents are less prone than younger ones to support the expert model, but more prone to support the individual models.
Turning to addiction to cigarettes finally, Canadians have stronger preferences for the disciplinary and expert models and less confidence in the individual and empowerment models than Swedes and Finns. In addition, older respondents believe more in the individual and disciplinary models, and less in the empowerment model than younger respondents. Interestingly, the differences between Sweden and Canada as concerns models of cannabis addiction, are almost inversed compared to the differences as concerns models of smoking. In sum, even if the explained variance is rather modest, the analyses point to at least some interesting differences in the ways in which populations in the three countries understand and prefer to deal with addiction problems.
Discussion
Study limitations
Before proceeding to potential interpretations and conclusions of the results, it needs to be pointed out that the study suffers from some limitations. First, the response rate was low, particularly in the Finnish sample. Even if a weighting procedure was applied to control for attrition bias, this might not have solved all potential attrition problems. Second, as has already been discussed, defining the four models by dichotomizing the two key variables is a somewhat arbitrary process. Although arguments have been put forward for the solution chosen, this means that the support for various models in absolute terms should not be seen as set in stone. Another limitation is that, due to different data collection methods, the wording of some of the questions in the national samples, differs slightly All in all, these limitations warrant caution in generalizing results, particularly in terms of the absolute support for various models, to entire populations. However, comparison of differences between the country samples, which has been the main purpose of this paper, might be claimed to be less sensitive to both these limitations. Finally, recoding "don't know" responses as missing data, which was necessitated since this alternative was available only in the Finnish questionnaire might give rise to a certain bias. However, only a very small minority actually used this option, meaning that this objection could be seen as largely negligible.
How can the differences be interpreted?
Although the explanatory power of the regression analyses is not particularly strong, the results indicate at least some intriguing differences, both on the group level, and the country level. As for the former, women's generally stronger preferences for the expert model, may to a part be attributed to the fact that women still can be assumed to have -to a greater extent than menbeen socialized into caring for and worrying about others, and that they have often been shown to be stronger supporters than men of public welfare solutions (Blomqvist, 2012) . The influence of age is harder to interpret, but older respondents' tendency to be more supportive of the individual and disciplinary models may be due to a generally harsher view of addiction problems, and a more disillusioned attitude towards the option of quitting among older people (Blomqvist, 2012) . The fact that current risk drinkers and cannabis users are more inclined than others to endorse the empowerment model, and less supportive of the disciplinary model [6] , may partly be due to a "false hope" of being able to manage on one's own (cf. Polivy and Herman, 2002) . At the same time, the fact that also former cannabis users tend to support the empowerment and individual models, should probably rather be seen as mirroring their actual experiences of having been able to quit on their own (cf. Blomqvist, 2012) [7] . Finally, the explanation of the fact that current smokers are more inclined than non-smokers to endorse the expert model seems rather elusive. Tentatively, this result may have to do with the fact that many non-smokers actually quit on their own, but that many current smokers dwell on the hope of the effectiveness of various pharmacological ailments that are increasingly vigorously marketed.
Turning to differences on the country level, these could be interpreted with regard to differing national policies as regards substance use, but also seen as the result of what Sulkunen (2013) refers to as "geographical" differences, including several layers of historically rather stable sentiments and attitudes that not necessarily coincide with national borders. Seen from this perspective, Finns' relatively strong endorsement of the individual and empowerment, and to some extent the disciplinary models, can be seen as an expression of what Sulkunen (2013) refers to as a particular "Finnish individualism" that co-exists with, but at the same time hauls off from, the common Nordic preference for collective welfare solutions that can be assumed to underlie Swedes' -and to some degree Canadians' -preferences for the expert model. However, it can be noted that, as concerns addiction to cannabis, Swedes are more inclined than Canadians to support the expert model, whereas it is the other way around when we look at addictions to cigarettes. As concerns cannabis, this has most probably to do with Sweden's strong stance against all narcotic drugs, and the fact that no official distinction is made between "hard" and "soft" drugs (cf. Blomqvist, 2004) , as opposed to a rather strong public opinion in Canada in favour of legalizing cannabis (Kennedy, 2012) . As concerns addiction to cigarettes, previous analyses have shown that Swedes tend to regard smoking less as an addiction than as a "bad habit", for which the individual is personally responsible, and which s/he is principally able to quit (Blomqvist, 2009 (Blomqvist, , 2012 . Possibly Canadians are, perhaps due to larger media attention, and a stronger influence from the American "disease" notion of addiction, and the Surgeon General's (The Reports of the Surgeon General, 1988) description of smoking as an expression of "nicotine dependence", more inclined to see smoking as a problem, for which society should take responsibility.
Finally, the fact that Finns are less inclined than others to endorse the expert model for handling addictions to "hard drugs", may have to do with such addictions being relatively foreign to the Finnish society (Partanen et al., 2007) . Swedes' larger inclination to support the expert model in handling such addictions, and Canadians' lower propensity to support the individual model in comparison to Finns, may reflect Swedes' and Canadians' trust in welfare solutions, as well as Finnish individualism and "sisu" (cf. Hirschovits-Gerz et al., 2011) , and Sweden's ambitions to create a "drug-free society".
Potential implications
Overall, this study has shown that cultural and contextual factors, as well as personal circumstances and experiences, are likely to influence peoples' way of understanding, and preferred ways of handling, various addiction problems. Even if the aim of this paper has not been to lay the ground for policy deliberations and decisions, there are at least some potential implications of these findings. Thus, considering the many ways in which the governing images or prevailing social representations may influence the lives of those concerned, knowledge of these factors and how they vary between contexts and populations groups, may be claimed to be important in designing realistic, credible, and effective help strategies. As concerns future research in this area, one implication would be to complement survey research with studies using qualitative methods, such as focus group interviews, to test the validity of survey results, and to get a deeper understanding of how differing under-standings are formed in various social and cultural contexts.
Notes
